An 87-year-old nonsmoking man presented to our otolaryngology clinic with a 6-week history of a gradual onset, progressively worsening hoarseness. He had no dysphagia, odynophagia, otalgia, dyspnea, or hemoptysis. He coughed rarely when he felt something stuck in his throat. His only admitted infectious history was recurring herpes simplex type 1. His physical exam was significant for a high-pitched, strained, and weak voice with normal cough. Flexible laryngoscopy demonstrated confluent erythema of the left true vocal fold with moderate edema (figure). The right true vocal fold appeared normal.
After 2 weeks of treatment with fluconazole and valacyclovir with no improvement, the patient underwent direct laryngoscopy with biopsy. Pathology revealed necrotizing granulomatous inflammation with no acid-fast bacilli or fungal organisms on special stain. On further questioning, the patient revealed that he had been treated with penicillin for "pleurisy" during World War II, while serving on a submarine tender in the South Pacific.
Workup that followed included chest x-ray and multiple laboratory tests, including the QuantiFERON TB Gold test (QIAGEN, Inc.; Valencia, Calif). Results showed patchy, ill-defined parenchymal opacities in the left upper lobe of the lungs and a positive Quantiferon TB Gold test result. Pulmonary consultation with sputum cultures and broncheoalveolar lavage demonstrated acid-fast bacilli on smear and culture.
Laryngeal tuberculosis occurs in less than 1% of patients with tuberculosis, although it may be more commonly seen in immunocompromised patients. 1, 2 Once a harbinger of advanced pulmonary disease, laryngeal tuberculosis remains highly contagious and can be responsible for a 30 to 62.5% purified protein deriva-tive (PPD) conversion rate in close contacts, including coworkers. 3 The most common presenting symptom is dysphonia, seen in 85 to 100% of patients. 1, 2, 4 Physical examination findings vary, but exams can reveal edema, hyperemia, nodularity, ulcerations, exophytic mass, and obliteration of anatomic landmarks. Laryngeal tuberculosis can therefore mimic neoplasia and raise suspicion of carcinoma. Sputum microscopy is positive in only 20% of patients. 1 Thirty-two to 47% of patients have active pulmonary tuberculosis at the time of diagnosis. 1, 4 Often, biopsy demonstrates only granulomatous inflammation, which narrows the differential diagnosis to sarcoidosis, Wegener granulomatosis, mycotic infections, syphilis, been placed before surgery was exchanged for a temporary tracheostomy tube.
The cyst was dissected in a circumferential manner, starting in a plane developed along the inner surface of the left thyroid cartilage (figure 3). The dissection was completed medially, laterally, and inferiorly before dissection was attempted superiorly, where scar tissue was encountered from the patient's previous procedures. This approach allowed for the removal of the entire cyst. The dead space was closed by approximating the false vocal fold to the thyroid ala.
The patient was extubated on postoperative day 3, and her recovery was uneventful. At the 1-month follow-up, she exhibited no difficulties with speech, although a mildly hoarse voice was noted. Her breathing was normal and her snoring had resolved. Her parents declined follow-up endoscopy after surgery.
Laryngeal cysts are classically classified into two types: saccular and ductal. Saccular cysts can be subclassified as anterior and lateral. 1 The lateral types often grow posterosuperiorly from the ventricle to involve the false vocal folds and the aryepiglottic fold. Lateral saccular cysts can grow unimpeded through the thyrohyoid membrane, and they are capable of causing airway obstruction. 2 Congenital saccular cysts represent a rare cause of airway obstruction and inspiratory stridor in infants. When such a situation does occur, several options exist for their initial treatment, including adjuvant needle aspiration of the cyst, endoscopic CO 2 laser marsupialization, endoscopic ventriculotomy, and external approaches, including transthyrohyoid membrane and laryngofissure. 3, 4 Endoscopic marsupialization may be adequate for small cysts, but endoscopic and cervical excisions are preferred for larger cysts, as well as for refractory cysts. 5 According to the literature, cervical excision results in a lower rate of recurrence of saccular cysts. 2, 5 However, given the invasive nature of this approach, many authors have contended that open surgical procedures should be reserved for emergencies, large cysts, and recurrent cysts that are refractory to multiple endoscopic procedures. [2] [3] [4] The thyrohyoid approach is the usual approach for open resection. However, the removal of a large saccular cyst from a small pediatric larynx may necessitate the need to expand the incision to a complete laryngofissure. 4 Given the previous failure of endoscopic laser therapy and endoscopic excision in the case presented here, we chose a cervical approach for our patient. In the treatment of large or recurrent saccular cysts, strong consideration should be given to open resection as definitive therapy. 
